hamorrhage occurred. In most cases which had been described as chronic interstitial nephritis the cause was congenital syphilis. He used to consider this the cause of all of them, but now he thought that any kind of septic absorption might produce a form of interstitial nephritis in childhood which was not necessarily syphilitic. His view, therefore, was that Dr. Miller's case should not be described as one of chronic interstitial nephritis.
Dr. C. W. CHAPMAN said he noticed the brachial arteries in this case were decidedly thickened, though this condition was not so apparent in the radials.
Dr. MILLER, in reply, apologized for the paucity of details given of the case. This was due to the fact that although the patient had been under his observation at long intervals over a considerable time, the mother would not allow the boy to come into the hospital; therefore he could not measure the quantity which he drank nor the amount of water passed. The child was stated to have been large at birth. The genu valgum, according to the mother, developed as soon as he began to walk. As to the question whether or not such cases should be called chronic interstitial nephritis, after the expressions from eminent authorities he did not feel inclined to debate the point. Of the three cases which he had mentioned, the important one, in his view, was that of Dr. Parsons, because there was found, post mortem, to be distinct chronic interstitial nephritis; there was also a large left ventricle, with the cardio-vascular changes ordinarily associated with chronic interstitial nephritis. Nevertlheless, in Dr. Parsons's case there was very definite infantilism; although 6 years of age, the child was only the height of a child of 3 years, for which age it was usually taken. The symptoms, too, were congenital, and thlere was no evidence of syphilis. Thus it seemed that Dr. Parsons's case formed a connecting link between the group of cases exemplified by Dr. Morley Fletcher's and his own case on the one hand, and the group of cases of chronic interstitial nephritis without infantilism described by Dr History: Had pneumonia a year ago, and since then has gradually become unsteady in her gait, and suffered from occasional sudden attacks of vomiting, associated with transient headache and giddiness.
Present state: Child has sudden attacks of headache, usually frontal; with these are attacks of typical cerebral vomiting, sudden, explosive, and sometimes brought on by change of position. Mentally the patient is happy, quick, and intelligent. Her gait is ataxic; she falls rather more to the right and backwards than in other directions.
There is no ataxia of the hands; no Rombergism. Cranial nerves: Nystagmus in all directions, most marked and coarsest to right. Slight paresis of right external rectus. Vision poor; hypermetropia; no optic neuritis. Child shows " cerebellar tilt " of head, the right ear being lowered towards right shoulder and chin turned upwards and to left. Hearing good. Sensation: Sensation of movements of self are in the opposite direction from sensations of movements of external objects:
Loss of sense of position in lower limbs; no areas of anesthesia. Reflexes: Pupil, light reaction sluggish; abdominal reflexes absent (right disappearing first), arm-jerks increased, finger-flexion bilateral, ankle-clonus bilateral (right appeared first); Babinski's sign at first occasional on right, now occasional on both sides; knee-jerks increased (right increased first). Wassermann (Fleming) negative; von Pirquet negative.
Diagnosis: The character of the symnptoms, particularly of the vomiting, points to intracranial tumour. Friedreich's ataxia and disseminated sclerosis may be excluded. The localization of the tumour appears to rest between a diffuse pontine glioma, with early cerebellar symptoms and a right lateral lobe cerebellar tumour.
DISCUSSION.
Dr. MILLER said that there were various points which indicated that it was a cerebellar tumour of the right lateral lobe, a view which several members had taken of the case. On the other hand, he thought it was possibly a diffuse pontine glioma (" hypertrophy of the pons ") owing to the very insidious onset, the early involvement of the pyramidal tracts and the absence of optic neuritis after nearly a year's illness. In his experience the early symptoms of such cases were of a cerebellar type, and he had seen three cases running such a course as in the present child, in which a diagnosis of cerebellar tumour had been made, and in all of them the condition was found, post mortem, to be one of diffuse pontine glioma. He suggested the present case might perhaps be one of the same type.
Dr. LEONARD GUTHRIE said he believed it to be an almost typical case of tumour in the right lobe of the cerebellum. The only point against that diagnosis was the absence of optic neuritis. One usually expected this to occur early in such cases, but perhaps it would develop shortly. Dr. Miller suggested it might be extra-cerebellar. There would be the same symptoms in extracerebellar tumour; but against that diagnosis was the fact that extra-cerebellar tumours in children were very rare.
